Laboratory data on admission showed a white blood cell count of 22.26 × 10 3 mm −3 , hemoglobin 7.8 g/dL, glucose blood level 155 mg/dL, hypoalbuminemia, and hydroelectrolytic disorders. A fever (38.8°C), a pleuric-pericardial effusion, and a hepatosplenomegaly were also present. Serologic studies excluded an infection by HIV.
Diffuse erythema and swelling of the lower limb and perineum was noted, together with a severe hypotonia and hypotrophy of the limb. The skin was partially necrotic; fistulous tracts and purulent discharge were present. ( Figure 1 ) No crepitus was noted. X-ray was not significant for soft tissue air.
A working diagnosis of necrotizing fasciitis was made. Intensive hemodynamic support was required and specific antibiotic therapy was administered. The patient was given intravenous gentamycin 80 mg every 8 hours and intravenous ciprofloxacin 400 mg every 12 hours. An extensive surgical debridement was promptly performed. Multiple cultures were taken and set for aerobic and anaerobic cultures, and biopsy specimens were sent for histopathological examination.
In the following days, blood transfusions were necessary and the patient was put in enteral nutrition. Because of the worsening general conditions, it was not possible to perform further aggressive surgical debridement; the patient was also not suitable for hyperbaric oxygen therapy. Wounds were dressed daily with a 3% boric acid solution and silver sulfadiazine and minor debridement was performed at the bedside. Physiotherapy was initiated promptly.
Microbiological and histopathological examination confirmed the diagnosis of necrotizing fasciitis. P aeruginosa and A baumannii were isolated from both wounds and blood, and antibiotic therapy was rearranged as dictated by culture antibiogram results.
Antibiotic therapy was continued for 5 weeks and, because of progressive antimicrobial resistance, required substitution of gentamycin by amikacin 1 g/d on day 8 after admission, and of ciprofloxacin for colymicin (1 × 10 6 U intramuscular every 12 hours) on day 17. Further surgical debridement was performed according to general conditions of the patient, on days 9, 19, and 31. Bedside debridement was performed daily during the whole period of hospitalization. On day 22, patient suffered acute renal failure, which complicated the treatment.
Thirty-five days after admission, the infection was overcome. Fistulous tracts were closed primarily, and wounds were finally covered with split-thickness skin grafts in 2 different operations. Physiotherapy was interrupted for 7 days following skin grafting. The graft take was 100% and on day 45 the patient was discharged (Figure 2) .
Postoperative rehabilitation was required because of the functional limitation of lower limb movements. Follow-up at 6 months showed no functional deficit and an acceptable aesthetic result.
Discussion
Necrotizing fasciitis is a life-threatening disorder, whose early recognition is often difficult and has an effect on survival. 1 It is classically classified into 2 subtypes. Type I infections are polymicrobial and account for the most common form (55% to 75%). Type II infection results from a group A Streptococcus alone or in association with Staphylococcus aureus. 4 Some reports describe a type III infections, those caused by Vibrio vulnificus. 5 Predisposing factors include immunosuppression, diabetes, obesity, malnutrition, and peripheral vascular disease. 1 Acinetobacter baumannii is rarely encountered as pathogen causing soft-tissue infection, especially in immunocompetent hosts, and can rarely be responsible for community-acquired necrotizing fasciitis. 3 In the case we reported, uncontrolled diabetes and cigarette smoking were the only risk factors present in this otherwise healthy patient, and no history of previous hospitalization was reported. A super-infection by P aeruginosa complicated the course.
Therapeutic management of necrotizing fasciitis requires a comprehensive approach, the cornerstone of therapy being a rapid and extensive surgical debridement. Adequate wound dressing management and antibiotic therapy are also essential. 2 As in severe burns, the extent of skin and soft tissue defects are responsible for systemic perturbations, which require an intensive supportive care.
When general condition of the patient is poor, it is often not possible to perform serial extensive debridement in the operating room. In these cases, surgical operations can be alternated with bedside debridement. When clinical conditions permit, The International Journal of Lower Extremity Wounds 9 (4) hyperbaric oxygen therapy can contribute to healing and should be considered as an option. Reconstructive surgery is almost always necessary, and marked sequelae persist. Postoperative rehabilitation is often necessary for functional recovery.
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